Vestibular evoked myogenic potentials (VEMPs) allow one to evaluate function (and dysfunction) of the vestibular nervous system, using stimuli that are now more reliable than earlier similar versions of this test. Stimuli that have been developed include air-conducted sound and bone-conducted vibration, with a short rise-time and short duration. Responses are recorded against a background of tonic muscle activity, and the muscles that are used nowadays are the sternocleidomastoid muscle (cervical VEMPs or cVEMPs) and the inferior oblique muscle (ocular VEMPs or oVEMPs) (Colebatch et al., 1994; Rosengren et al., 2005 Rosengren et al., , 2009 Iwasaki et al., 2007; Todd et al., 2007; Zhang et al., 2011) . The former response is regarded as an inhibitory one and the latter an excitatory one, producing positive and negative polarity waveforms respectively. Cervical VEMPs (when recording from the ipsilateral sternocleidomastoid muscle and using air-conducted sound or bone-conducted vibration) are universally regarded as representing predominantly saccular pathway function, the pathway of which includes the inferior vestibular nerve, medial vestibulospinal tract, motor nucleus of the sternocleidomastoid muscle and the spinal accessory nerve. oVEMPs are regarded by most researchers to originate from the utricle, the superior vestibular nerve, medial longitudinal fasciculus and cranial nerve III (Govender et al., 2015) .
Recently, guidelines were published in this journal with respect to how cVEMPs should be performed, so that results can be compared across laboratories at an international level (Papathanasiou et al., 2014) . Similar guidelines for oVEMPs are planned. Specifically with respect to the former, a stimulus intensity up to 140 dB pSPL and 7 ms duration with regards to air-conducted sound and 20 dB of gain (10Â) for bone conducted vibration is recommended for the best responses. However, these parameters can be modified with respect to specific conditions, either suspected or known, to obtain maximum and reliable information. An example of such a finding, together with other important results, is presented in the featured paper (Govender et al., 2016) . This manuscript focuses on VEMP findings in patients with superior semicircular canal dehiscence syndrome (SSCD), and looks at various sound and vibration intensities that can be used both with respect to air-conducted sound and bone-conducted vibration. Using the above recommended stimulus intensities, both air-and bone-evoked cVEMP reflexes saturate, meaning that there is a maximum amplitude beyond which cannot be exceeded. oVEMPs do not demonstrate such saturation. This was known before. The unique finding here is that if one were to use a lower air-conducted sound intensity (105 dB pSPL), then the amplitude of the cVEMP response increases more systematically above the normal range before saturating. This is important, because as stated in the featured paper, at the generally suggested high sound intensity the cVEMP amplitude in patients with SSCD, although increasing, does not do so above the upper limit of normal with significant overlap with asymptomatic individuals. What is also interesting here is that some patients even have cVEMP amplitudes lower than normal. Therefore, when performing cVEMPs in patients suspected of having SSCD, a lower stimulus intensity than that recommended should be used.
Modifications of VEMP methodology has also been reported before with specific conditions under study. For example, the presence of an oVEMP response at 4000 Hz instead of the usual 500 Hz (either air-or bone-conducted sound) has also been shown to indicate SSCD (Manzari et al., 2013) , although we do not know yet if this is specific to SSCD or if it can be noted in other inner ear disorders. However, the authors have approached this problem as a way to justify carrying out a CT temporal bone scan, rather than confirming the presence of possible SSCD indicated by a prior CT. Another example is the investigation of frequency tuning of cVEMPs, performing the study not only at 500 Hz but also at 1 kHz, in the differential diagnosis between Meniere's Disease and Vestibular Migraine. An amplitude asymmetry in the cVEMP response using 500 Hz air-conducted sound becomes more sensitive and specific to Meniere's Disease rather than Vestibular Migraine when combined with an abnormal asymmetric caloric test and cVEMP responses that are best obtained at 1 kHz compared to 500 Hz (0.5/1 kHz frequency ratio) (Taylor et al., 2011) .
Future research will undoubtedly be done on other conditions as well, not only with regards to disease but also to patient factors. Should the way that we perform VEMPs be different in infants and children, and also in older individuals, compared to adults less than 60 years of age? Do we assume the same recording positions for both oVEMPs and cVEMPs in these age groups, or is the optimum recording position different? Clearly, the way we perform VEMPs should not be taken for granted, and modifications will be an important topic for further systematic research. 
